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AMEBIASIS has long been recognized as a possible
consequence of travel to areas where the parasite
is endemic.1 Various forms of the disease also
have been seen in people with no travel history
outside the United States-particularly in rural
areas, in the southern states, in lower socioeco-
nomic groups and in institutions for the mentally
retarded.2 More recently, amebic dysentery was
described in the male homosexual communities
of New York and San Francisco.3-5
We report the cases of two homosexual men

with amebic dysentery and liver abscess. These
cases emphasize the difficulties of diagnosing in-
testinal disorders in homosexual men, and show
that amebiasis in these patients may be a virulent
illness.

Reports of Cases
CASE 1. A 37-year-old man entered Harbor-

view Medical Center in Seattle, in August 1975,
with a two-week history of bloody diarrhea, a
week of fever, four days of right shoulder pain,
and two days of right chest pain and dyspnea.
He had a past history of treated syphilis; rectal
culture for gonorrhea was negative two weeks
before admission. He was an admitted homo-
sexual who was visiting Seattle from New York
City, with no history of travel outside of the
United States. Physical examination showed a
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temperature of 38.80C (101.80F) with no chest
or abdominal abnormalities. At sigmoidoscopy,
the rectal mucosa was diffusely friable, with
whitish exudate from the dentate line to 25 cm.
Laboratory studies gave the following values:
hematocrit was 48 percent; leukocyte count, 11,-
600 per cu mm with normal differential; bilirubin,
1.2 mg per dl; alkaline phosphatase, 138 iu per
liter (normal, less than 90); serum glutamic
oxaloacetic transaminase (SGOT), 24 units per ml
(normal, less than 28); serum glutamic pyruvic
transaminase (SGPT), 53 units per ml (normal,
less than 30), and prothrombin time, 14.5 sec-
onds (control, 13 seconds). An x-ray study of
the chest showed atelectasis at the left lung base.
Treatment with sulfasalazine (Azulfidine) for
presumed ulcerative colitis was started.
Two days following the patient's admission,

right upper quadrant abdominal pain and a pleural
friction rub were noted. A technetium liver scan
showed a single defect 4 to 5 cm in size in the
dome of the right lobe. Sigmoidoscopy then
showed a diffusely abnormal mucosa with small
punctate ulcers; wet-mount examination showed
trophozoites of Entamoeba histolytica. (Rectal
biopsies also showed the organism.) Stool culture
was negative for bacterial pathogens as was a
rectal culture for Neisseria gonorrhoeae. Treat-
ment with metronidazole (Flagyl), 750 mg three
times per day, was started and there was sub-
stantial improvement by the following day. Three
days later, the patient was discharged afebrile
and without diarrhea or abdominal pain. He im-
mediately left the Seattle area and has been lost
to follow-up. After discharge, his acute indirect
hemagglutination titer for amebae returned as
positive at 1:128.

CASE 2. A 27-year-old man was admitted to
the Seattle Veterans Administration Hospital in
January 1977 with a four-day history of bloody
diarrhea, fever, chills and crampy right upper
quadrant abdominal pain, and a one-day history
of right shoulder pain. In 1974 he had been evalu-
ated for mild rectal bleeding; a barium enema
study showed no abnormalities and sigmoidoscopy
showed only hemorrhoids. Four months before
admission to hospital, the patient reported bloody
diarrhea and tenesmus, which had been diagnosed
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elsewhere as ulcerative colitis on the basis of a
rectal biopsy. Treatment was begun with sulfa-
salazine and steroid enemas with resolution of
symptoms over two to three weeks. Six weeks
before admission the patient had recurrent mild
rectal bleeding which resolved spontaneously.

His past history included recurrent asympto-
matic rectal gonorrhea, his last positive culture
being six months before his admission to hospital.
In October 1974 hepatitis B developed in the
patient, with persistent positive serum HBsAg.
His last recorded SGOT was 180 units per ml in
May 1975. He had lived in Seattle for the past
four years and had not traveled outside the United
States since being in Vietnam from 1970 to
1971-there had been no history of diarrhea or
dysentery while there. He described homosexual
activities with many different partners, one such
contact occurring five months before admission.
This partner had recently returned from South-
east Asia complaining of rectal pain and an ex-
amination had shown "proctitis without blood or
ulcerations."

Physical examination of the patient showed an
ill-appearing, thin man with a temperature, taken
orally, of 37.9°C (100.2°F). Abdominal exami-
nation showed right upper quadrant tenderness
without hepatomegaly. Sigmoidoscopy showed
many well-circumscribed ulcers, with slightly
friable and edematous intervening mucosa. Tro-
phozoites of Entamoeba histolytica were found
on examination of stool, and rectal biopsies
showed many organisms as well (see Figure 1).

Cultures for Neisseria gonorrhoeae and other
bacterial pathogens were negative. Serum HBsAg
was positive; VDRL was negative. Other laboratory
studies gave the following values: a hematocrit of
36 percent, leukocyte count of 14,200 per cu mm
with a normal differential and an erythrocyte
sedimentation rate (ESR) of 52 mm per hour.
Liver function studies showed normal bilirubin
and alkaline phosphatase values with SGOT mini-
mally elevated at 52 units per ml. A chest x-ray
study showed no abnormalities and a technetium
liver scan showed a single 5-cm defect in the
dome of the right lobe (Figure 2A).
The patient was treated with metronidazole

750 mg three times per day and tetracycline 500
mg four times a day with prompt clinical improve-
ment. He was discharged afebrile three days after
treatment was begun. Six weeks later, he was
asymptomatic, findings of stool examination for
amebae were negative and sigmoidoscopy gave

normal findings. By June 1977, five months after
discharge from hospital, the liver scan showed no
abnormalities (Figure 2B). The indirect hemag-
glutination titer for amebae drawn during the
acute illness was positive at 1:4,096.

Discussion
There have been several reports of intestinal

amebiasis in the homosexual community,6-9 in-
cluding one of amebiasis in four homosexual men
following one partner's travel to an endemic
area.10 The frequency of amebic dysentery in
homosexual men in New York and San Francisco
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Figure 1.-Case 2. Rectal histology. Above, a high-
power view of the boxed area, showing several tropho-
zoites of Entamoeba histolytica. Large arrows point to
typical spherical nuclei with central karyosomes and
small arrows point to ingested red blood cells within
cytoplasm. (Hematoxylin and eosin stain; reduced from
x 200.) Below, a low-power view showing crypt destruc-
tion, inflammation and an overlying exudate. (Hema-
toxylin and eosin stain; reduced from X40.)
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has been noted3-5 and, in fact, our first patient
was visiting Seattle from New York. In contrast
to the illness described in these series, amebiasis
in our patients was severe, with tissue invasion
of colon and liver. We have no ready explanation
for the severity of their disease-an invasive
stain of Entamoeba histolytica may have been
acquired,'1 or perhaps rapid passage of an aviru-
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Figure 2.-Case 2. Technetium liver scans. A, during
the patient's acute illness, showing a solitary 5-cm
defect in the right lobe (arrow). B, five months later,
showing a normal liver.

lent strain through several hosts may enhanced
its invasiveness.'2-'4 Promiscuous sexual behavior
might create the opportunity for such rapid pas-
sage.

Venereal transmission of amebiasis can occur
by several routes. Amebic balanitis (caused by
E histolytica) can occur after sexual contact with
an infected woman;'5 vaginal infections are pre-
sumed to arise in the colons of women who prac-
tice poor hygiene."' "7 However, recent reports
describe penile amebiasis as a disease of homo-
sexual men.'819 In neither of our patients were
penile lesions present, but both gave histories
compatible with fecal-oral transmission of the
organism, either by rectal intercourse followed by
oral-genital or oral-rectal contact among several
partners.

Making the diagnosis of amebiasis in homo-
sexual men with diarrhea may be difficult because
typhoid fever,20 shigellosis2"22 and giardiasis23-25
have been recently described in this population.
Gonorrhea and syphilis must be also considered,
although the former is frequently asymptoma-
tic.26-29 Bloody diarrhea (dysentery) in a homo-
sexual man should strongly suggest shigellosis or
amebiasis; the finding of fecal leukocytes would
be consistent with either of these invasive diseases
as well as ulcerative colitis, Crohn disease and
Yersinia enterocolitis. However, the diagnosis of
amebic colitis is critically important for several
reasons: it is not self-limited, like the bacterial
dysenteries; it is easily cured, unlike Crohn dis-
ease and ulcerative colitis, and it should not be
empirically treated with steroids because of the
danger of dissemination of amebae.

Misdiagnosis of amebic colitis is common where
the disease is not endemic-this includes most of
the United States.30 Multiple fresh-stool examina-
tions and direct scrapings of ulcerated rectal
mucosa will generally show cyst and trophozoite
forms of the organism. However, excretion of E
histolytica may be intermittent or rare, particu-
larly after administration of antibiotics (including
sulfonamides) and cathartics; specimens obtained
two to three days apart should be examined.
Barium, magnesium, kaolin, bismuth and oily
compounds can obscure the parasites and may
alter the appearance of trophozoites.3' When the
sigmoidoscopic appearance shows punched-out
ulcerations with relatively normal mucosa in be-
tween, the diagnosis of amebiasis is strongly sug-
gested.' However, other conditions, such as Crohn
disease32 and yersinosis,33 may show similar
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aphthous ulcerations of the colon. Unless wet
mounts can be prepared and interpreted promptly,
scrapings should be preserved for analysis in
polyvinyl alcohol.

Confusion may arise when the rectal mucosa
is diffusely abnormal, simulating idiopathic ulcera-
tive colitis.3 ,34 Rectal biopsies are not as sensitive
as thorough stool and scraping examinations, and
when the biopsy does not show the organism, the
rest of the histologic findings are entirely non-
specific.34'35 However, serologic findings (indirect
hemagglutination) are positive in 82 percent to
98 percent of patients with acute amebic coli-
tis,30,3l and should be routinely ordered when the
cause of colitis is uncertain.

The combination of colitis and liver abscess
should point to a diagnosis of amebiasis, although
colitis need not be present in patients with liver
abscess.36 In fact, only 14 percent of a large series
of more than 2,000 patients had diarrhea or
dysentery at the time the diagnosis was made.37
In a study of cases of amebic liver abscess in the
United States, less than a third of the patients had
diarrhea and in only 6 of 41 patients were there
organisms in stool specimens.38 Positive serologic
findings for amebiasis are the rule with amebic
liver abscess.36 Whether a more invasive strain of
the organism was responsible for the colitis/
abscess presentation in our patients in unclear,
but this possibility has been suggested."1-'4

In both of our patients there were good clinical
responses to oral administration of metronidazole,
as has been reported for both colitis and liver
abscess.37-40 However, treatment failures have also
been documented, and in some patients treated
with metronidazole alone for amebic colitis, liver
abscesses have developed.39

Although metronidazole, in a dosage of 750
mg three times per day for five to ten days, is
probably the drug of choice for both amebic
dysentery and extraintestinal amebiasis, there is
concern about its potential carcinogenicity. Al-
ternative drugs are available and their indica-
tions, dosages and toxicity have been recently
reviewed.''3,4' Aspiration of amebic abscesses
may be required, particularly if rupture into the
peritoneum is imminent; our patients recovered
uneventfully after receiving metronidazole alone.

There are several lessons to be learned from
these two cases: (1) Sexually acquired amebic
infections may be severe, presenting as dysentery,
liver abscess or both. (2) The diagnosis of amebic
colitis must be strongly considered in homosexual

men with diarrhea, and can be made by thorough
examination of stool specimens and rectal scrap-
ings, with accompanying serologic studies. (3) The
occurrence of liver disease in a homosexual man
with or without diarrhea should'prompt consid-
eration of amebic liver abscess.

Summary
We have presented the cases of two homosex-

ual men, each of whom presented with amebic
colitis and liver abscess. Both responded to treat-
ment with metronidazole. These cases illustrate
the difficulties of diagnosing intestinal disorders
in homosexual men and provide evidence that
sexually transmitted amebiasis can be a virulent
illness.
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TOOTHPICKS have acquired many uses in addition
to their intended function of oral hygiene. They
are widely used as eating utensils, for decoration
and in the preparation of many foods. When
employed to clean the teeth, toothpicks are rarely
swallowed; those accidentally ingested have usu-
ally been involved in food preparation without
the knowledge of the consumer.' The most im-
portant factor associated with ingestion of foreign
bodies is the wearing of dentures;2-4 persons with
upper dental plates lack the tactile sensitivity of
the palate that normally prevents such objects
from being swallowed.
A swallowed toothpick becomes a surgical

problem when it fails to pass spontaneously and
perforates the intestine. This complication is not
rare; toothpicks account for 10 percent of intes-
tinal perforations by ingested foreign bodies.5

Report of a Case
A 54-year-old man was admitted to another

hospital with an eight-day history of cramp-like
abdominal pains and fever. A diagnosis of acute
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cholecystitis was made, and he was treated with
intravenously given ampicillin and gentamicin
without improvement. Exploratory laparotomy
was done on the third hospital day and showed
a normal gallbladder, although duodenitis was
noted.
The patient continued to have spiking fevers to

40.5°C (1051F) postoperatively. X-ray studies
of the upper gastrointestinal area done a week
after the exploratory operation showed extravasa-
tion of retroduodenal contrast material from the
second portion (Figures 1, 2). The patient was
transferred to University of California, Los An-
geles (UCLA), Hospital, where a diagnosis of
perforated duodenal ulcer was made. Subsequent
exploration showed considerable duodenal inflam-
mation, especially along the lateral duodenal wall,
with many retroperitoneal adhesions. No distinct
abscess cavity could be isolated and intraopera-
tive cholangiograms showed no abnormalities.
The third portion of the duodenum was grossly
strictured; this was opened, revealing an anterior
ulcer, 1 cm in size, in the distal second portion.
A probe was passed through the ulcer into the
duodenal wall, tunneled into the pancreas, and
finally passed into a cavity in the hepatoduodenal
ligament (Figure 3). The ulcer base was oversewn.
Further exploration in this area was deemed un-
safe. The opened, inflamed duodenum was by-
passed with a Billroth II gastrectomy. When the
jejunum was opened during the gastrojejunal
anastomosis, a wooden toothpick was discovered.
The patient was discharged home on the 12th
postoperative day.

Discussion
Ingestion of foreign bodies is a fairly common

event which rarely causes problems; indeed, 80
percent to 90 percent of swallowed objects pass
through the gut without complications.26 How-

THE WESTERN JOURNAL OF MEDICINE 157


